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Abstract Interprofessional education (IPE) – students of different professions
learning together, from and about each other – is increasingly common in health
professional degrees. Despite its explicit aims of transforming identities, practices
and relationships within/across health professions, IPE remains under-theorised
sociologically, with most IPE scholarship focussed on evaluating specific inter-
ventions. In particular, the significance of a shared knowledge base for shaping
professional power and subjectivity in IPE has been overlooked. In this paper we
begin to develop a framework for theorising IPE in allied health, by drawing par-
allels with a cognate area in which there has already been fruitful conceptual
development: interdisciplinarity. Specifically, we offer a worked example of how
the two areas may be brought into dialogue, by deploying Barry, Born and Wesz-
kalnys’ (2008) conceptualisation of interdisciplinarity as a lens for understanding
IPE. Following Barry et al. (2008) we delineate a number of ‘modes’ and ‘logics’ of
knowledge-production that emerge both in IPE literature and in our own empirical
study of IPE. Our empirical data are drawn from 32 semi-structured interviews with
19 allied health students participating in an IPE curriculum at one Australian uni-
versity. Findings point to the emergence of interprofessional practitioner identities
among students that have the potential to undermine traditional epistemological
boundaries and transcend role-based distinctions in future health profession(al)s.
We argue that Barry et al.’s ‘logic of ontology’ sheds light on previously uniden-
tified processes of transformation within IPE, and offers a theoretical framework
that can explain the importance of a shared pan-professional knowledge base for the
reflexive individual construction of new interprofessional ontological subjects.
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Introduction
Since the 1970s, health care systems around the globe have been gradually adopting
interprofessional models of care where practitioners from a range of health
professions work together to improve patient care management and safety
(Carpenter and Hewstone 1996; WHO 2010). Interprofessional education (IPE) is
the practice of students from different health professions learning ‘from, with and
about each other’ (Freeth et al. 2005: 15) in preparation for interprofessional work
as a health care practitioner. IPE aims to bring about greater understanding of one’s
own and other professionals’ roles and there is some evidence for it leading to
improved collaboration and patient outcomes (Kent and Keating 2015; Reeves et al.
2013). Approaches to IPE vary, from large multi-professional lectures where
students from many professions learn alongside one another, to short-term small
group activities where students collaborate to create treatment plans for simulated
patients, to training wards where students of different professions work together to
care for real patients (Olson and Bialocerkowski 2014; Oandasan and Reeves 2005).
The combination of professional groups varies, with IPE increasingly common
within medical, nursing, allied health and social work degree programmes.
The need to change professional relationships in health care has arisen in
response to changes in the nature of health and health care since the late 20th
century. Demographic and epidemiological transitions mean health care has shifted
towards a greater emphasis on community-based chronic and complex care with
goals around quality of life and treatment management, involving a range of health
professionals in the care of a single patient (Duckett and Willcox 2015; Little et al.
2012; Reeves et al. 2013). In acute care too, multi-disciplinary teams, with
increased roles for allied health professionals, are being encouraged as alternatives
to traditional medical and ‘silo’ approaches to patient management (Liberati et al.
2016; New South Wales Department of Health 2011). The World Health
Organization (1988, 2010) promotes IPE as a means of addressing urgent health
workforce shortages. Some interpret the emphasis on ‘efficiency’ in interprofes-
sional work/education as neoliberalism creeping into health care and universities
(Carmel and Baker-McClearn 2012; DeMatteo and Reeves 2013). Whatever the
wider agenda, educators are increasingly articulating the need to align health
professional education with the changing health care context, and IPE has been seen
as the key pedagogical solution.
With its emphasis on breaking down professional barriers, IPE potentially
represents a significant departure from traditional health professional education
programmes and the role they have played in professional socialisation and
reproduction (e.g. Merton et al. 1957; O’Neill 1994). However, despite its
implications for (and explicit aims of transforming) identities, practices and
relationships among health professions, IPE remains under-explored sociologically
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(Olson, Klupp and Astell-Burt 2016; Reeves and Hean 2013). Michalec and
Hafferty (2015: 181), for example, describe IPE as ‘uncharted territory among
medical sociologists’. Most IPE scholarship evaluates the effectiveness of short-
term interventions, rather than their broader social significance (Olson and
Bialocerkowski 2014; Cooper and Geyer 2008; Paradis and Whitehead 2015).
Reeves and Hean (2013: 2) argue that:
the limited use of sociological perspectives [in IPE scholarship] limits our
sociopolitical and economic understanding of how important dimensions such
as imbalances in power/status, gender and ethnic differences are enacted in
daily practice and how they can affect the delivery of effective interprofes-
sional care.
We suggest that IPE is also a potentially rich area of sociological study for what it
can reveal more broadly about the relationship between knowledge, identity and
professional power.
In this paper, we draw on empirical data to offer a theoretical conceptualisation
of IPE in allied health as a novel knowledge and identity-making practice.
Specifically, we examine IPE in relation to interdisciplinarity – a cognate area
which has already been the subject of sociological analysis. We draw particularly on
Barry, Born and Weszkalnys’ (2008) typology of modes and logics of interdisci-
plinarity to interpret findings from the first two years of a longitudinal study of allied
health students’ experiences of IPE. We argue that Barry et al.’s framework
provides a useful theoretical structure for understanding various modes and logics
that are held in tension in IPE and their implications specifically for allied health
professional identities. In the section that follows, we review several theories that
have been used to conceptualise the health professions and IPE to date, and begin to
lay out the parallels between IPE and interdisciplinarity. We then go on to
demonstrate the merits of employing Barry et al.’s conceptualisation for
understanding IPE, through presenting findings from our empirical study.
Background
IPE and Professional Knowledge and Power
Relationships across the health professions have been markedly hierarchical. Early
contributors to medical sociology depicted this status hierarchy in health care as
sustained through a sexual division of labour (Stein 1967; Willis 1983), with male
doctors served by female nurses. Fiercely defended occupational territory reinforced
by state regulation of access to occupations has also served to reinforce the health
care hierarchy, with medicine’s political organisation enabling it to retain top
position (Willis 1994). Positioned between medicine and nursing in the health care
hierarchy are the myriad allied health professions: occupational therapy, physio-
therapy, podiatry and speech pathology, to name a few. Though allied health
professions have been the subject of far less scholarship than medicine and nursing,
the existing literature suggests theirs is not an egalitarian relationship either.
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Williams and Lawlis (2014: 439) aptly describe the competitive relationship
between allied health professionals as ‘jostling for position’. Most allied health
professions are female-dominated, and a class hierarchy is said to sustain the status
divisions across allied health professions (Linker 2005; Short 1986).
The understanding that health and social care has been characterised by
fragmentation, hierarchical tensions and rivalries between professional groups has
underpinned the push for interprofessional practice and education (Carmel and
Baker-McClearn 2012; Carpenter and Hewstone 1996; Liberati et al. 2016; Mandy
et al. 2004). The nature of these professional relationships has at times had
disastrous consequences. In a historical example, Hofling et al. (1966) found
hierarchical relationships between doctors and nurses undermined patient safety.
Using an experimental design, 22 nurses were instructed by a physician over the
phone to administer an obvious overdose. It was found that 21 of the 22 nurses
would have administered the overdose. More recently, poor interprofessional
communication was implicated in a number of high profile child abuse cases that
were identified too late (Anderson et al. 2007). IPE was positioned as the solution in
a briefing to the UK Parliament on efforts to address these problems in social care
(Anderson et al. 2007: n.p.):
Creating an effective multiprofessional team depends on members’ willing-
ness to develop new ways of working that engender sharing and mutual trust,
overcoming professional rivalries and feelings of insecurity about their
respective roles, which is where interprofessional education (IPE) comes in.
A central goal of IPE then is to facilitate more collegial relationships between
professions. How best to achieve this has been much debated, but many IPE
programmes work on the premise that simply exposing different groups of students
to each other will help to change their attitudes. Known as the ‘contact hypothesis’,
this social-psychological theory proposes that contact and shared problem-solving
activities between opposing groups can help break down stereotypes and facilitate
understanding of commonalities and the valuing of differences (Carpenter and
Hewstone 1996; Dickinson and Carpenter 2005). Formulations of IPE in this vein
generally attend to the psychological dynamics of group membership and draw on
the understanding that being part of a group in itself shapes individuals’ views of
outsiders (Dickinson and Carpenter 2005).
From a sociological perspective, what is often missing in these interpretations,
which focus on the importance of group membership in and of itself, is an account
of power. While professional culture and identity are acknowledged as mediating
inter-group rivalries (D’Amour and Oandasan 2005), there is seldom a focus in IPE
studies on power relationships across the health professions (Baker et al. 2011;
Olson 2015; Paradis and Whitehead 2015). This is despite the well-known
hierarchies that exist between professional groups in health care. In one of the only
studies to focus on power and IPE in allied health, Baker et al. (2011) found that
existing power differences between professions shaped staff attitudes to IPE. To
some extent, IPE actually served to reinforce power differences, with professional
closure strategies deployed by educators within the IPE programme. For example,
some saw the programme as a means of improving their own group’s professional
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status, and a lack of engagement by doctors was perceived by the other professions
as reflecting and entrenching medical dominance (Baker et al. 2011).
Sociological analyses of the basis of professional power have repeatedly pointed
to the role played by a specialist body of knowledge, recognising that the boundaries
of knowledge are fiercely defended by professional groups in order to protect their
own niche (Freidson 1970; Johnson 1972; Liberati et al. 2016; Turner 1995;
Vuolanto 2015). Foucault famously argued that, ‘power and knowledge directly
imply one another; that there is no power relation without the correlative
constitution of a field of knowledge, nor any knowledge that does not presuppose
and constitute at the same time power relations’ (1991 [1977]: 27). Along with its
strong political organisation, it is medicine’s connection to distinct bodies of
knowledge – bioscience and the clinical gaze – that have served to legitimate its
status position within the health care system (Foucault 2003 [1973]; Timmermans
and Oh 2010; Turner 1995). Retaining control over their own training and education
is one of the main ways that professions have been able to protect their specialist
knowledge (Willis 1983). Of fundamental significance then is IPE’s potential to
alter this relationship between knowledge and professional power. This is briefly
acknowledged by Adams (2005: 36) in her paper on theorising interprofessionalism:
Within the health and social care system, specialist / expert knowledge
operates as a source of power. Interprofessionality breaks the monopoly of any
single profession in laying exclusive claim or entitlement to its ownership.
Surprisingly, beyond this, this aspect of IPE has so far received scant attention
within either IPE scholarship or sociology.
Not only does knowledge underpin professional hierarchies, but – again
following Foucault – it produces individual subjects. Education is a key arena in
which subjectivities are formed (Foucault 1991[1977]), thus IPE is significant at
multiple levels in its disruption both of traditional power-knowledge hierarchies
between professions and the production of individual subjects schooled in distinct
professional disciplines. Where knowledge has featured in existing theories of IPE,
it has largely been framed in terms of students gaining knowledge about each
others’ professions, and building teamwork skills through learning together, while
the implications of students learning the same knowledge base have not been
considered significant. In effect, the implementation of IPE has been seen as more
important than the content (see Clark 2006 for an overview). While there have been
some suggestions that a shared conceptual knowledge base will facilitate
professional collaboration (e.g. Tope 1996 in Mandy et al. 2004), knowledge
continues to be seen here in pedagogical terms, as something that students require to
become competent practitioners, rather than in sociological terms, as something that
symbolically structures relationships between the professions and produces
professional subjects (Foucault 1991 [1977]). However, the implications of shared
knowledge for professional boundaries and subjectivities have been examined
recently in studies of interdisciplinarity. By exploring the overlap between IPE and
interdisciplinarity, our study explicitly attends to issues of knowledge as a basis for
identity, status and power, which have been otherwise largely overlooked in theories
of IPE.
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Interdisciplinarity and Its Implications for Knowledge
Similarly to interprofessional education/practice, interdisciplinarity has been widely
touted in recent decades as a route to greater efficiency and more effective and
relevant (‘applied’) problem-solving in a range of academic and industrial fields
(Barry et al. 2008; Choi and Shields 2015; Hackett and Rhoten 2009; Jacobs and
Frickel 2009), amid the move to ‘Mode 2’ knowledge production (Nowotny et al.
2003). While its definition is varied and contested, interdisciplinarity involves
collaboration across traditional disciplinary boundaries (Cooper 2013), and
therefore, like IPE, potentially disrupts the link between exclusive knowledge and
professional status (Garforth and Kerr 2011). For this reason, interdisciplinary
efforts within academia have not so far replaced the disciplines, which are strongly
implicated in academic identity formation and a feasible division of labour (Abbott
2002). Moreover, rather than smoothing differences, epistemic hierarchies within
and between disciplines can shape the way that interdisciplinarity is enacted
(Panofksy 2011; Pfister 2015), and in fact it may be hard to stop ‘interdisciplines’
ultimately taking on the characteristics of disciplines (Friman 2010). In a critical
review, Jacobs and Frickel (2009) argue that despite both top-down and bottom-up
pushes for interdisciplinarity in academia, there is a lack of evidence that it actually
produces better outcomes than working within a discipline. They call for further
comparative research – a suggestion that has also been applied to the field of IPE
(Reeves et al. 2013). A rare example is Hackett and Rhoten’s (2009) comparison of
the problem-solving capabilities of students trained within an interdisciplinary
graduate education programme versus those from disciplinary programmes, which
found interdisciplinary students were more successful in the junior years, but
disciplinary students were more successful in the senior years. A number of
empirical studies documenting the lived experience of interdisciplinary working
have also emerged recently, highlighting the tensions and ambivalence that such
collaborations can produce (Choi and Shields 2015; Fitzgerald et al. 2014; Garforth
and Kerr 2011; Hannigan 2014; Panofsky 2011; Rabinow and Bennett 2012). In the
vein of these studies, we wish here to unpack some of the ways that IPE actually
operates in practice and the forms that it takes.
Despite parallels in their goals of more effective problem-solving and decision-
making, interdisciplinarity and IPE have scarcely been considered in relation to
each other. In one of the few papers that mention the two, D’Amour and Oandasan
(2005) specifically oppose interprofessionality and interdisciplinarity, on the basis
that they do not see interprofessionality as producing new professions in the way
that interdisciplinarity can produce new disciplines. Clark (2006), on the other hand,
sees affinities between IPE and interdisciplinarity because, according to him, they
involve borrowing from other disciplines/professions without becoming a new
profession. Both arguments rest on somewhat narrow conceptualisations of IPE and
interdisciplinarity. In this paper, we draw on Barry et al.’s (2008) well-elaborated
analysis of interdisciplinarity, in which they move away from conceptualising
interdisciplinarity uniformly as ‘the synthesis of two or more disciplines’ (Barry
et al. 2008: 22).
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Drawing on empirical research into a range of interdisciplinary projects in
diverse fields (art-science, climate change research and ethnographic research
within information technology), Barry et al. (2008) delineate three modes and three
logics of interdisciplinarity, based on their observations of the various ways that
interdisciplinary endeavours are framed and play out. The modes they identify are:
1) the integrative-synthesis mode, in which pre-existing disciplines are assumed to
merge symmetrically to create a new interdiscipline; 2) the subordination-service
mode, where one discipline retains ‘master’ status and another serves to augment it;
and 3) the agonistic-antagonistic mode, in which interdisciplinarity is driven by a
critical opposition to the limits of existing disciplines (28-29). These three modes in
turn may be underpinned by different interdisciplinarity logics, namely: 1) the logic
of accountability – the common belief that interdisciplinarity breaks down
boundaries (e.g. between ‘science and society’) and renders disciplines more
accountable (31); 2) the logic of innovation, which expects new solutions to
problems to arise from the interaction of disciplines (32); and 3) the logic of
ontology, which, in contrast to logics of accountability or innovation, is driven by
practices or problems that defy classification within existing disciplines (33-40),
leading to ‘the production of new objects and practices of knowledge, practices that
are irreducible…to previous disciplinary knowledge formations’ (Barry et al. 2008:
42). As well as new research objects, the logic of ontology may also aim to produce
new subjects by ‘developing interdisciplinarity in one person’, thereby ‘transcend-
ing the disciplinary division of labour’ (40). This logic has underpinned
interdisciplinary graduate training programmes in the past (Barry et al. 2008; Choi
and Shields 2015; Hackett and Rhoten 2009); however, the fixity of academic
identity (Panofsky 2011: 310) may already be established among graduate students.
IPE is therefore interesting as a forum in which interdisciplinary identities may be
formed among undergraduates with no prior professional or disciplinary orienta-
tions. In the remainder of the paper, we draw on empirical data to develop a worked
example of how Barry et al.’s categorisation of interdisciplinarity might be used to
illuminate what occurs within the framing and practice of IPE.
Methods
The data we present here come from the first two years of an ongoing longitudinal,
qualitative study of an IPE programme for allied health students at one Australian
university. This IPE programme involves students from 9 health professions
participating in curricula dominated by common units in their first and second years
of undergraduate studies. The first year of the study involved first year allied health
students participating in 30-minute semi-structured interviews. It aimed to explore
students’ perceptions and experiences of IPE, working towards a broader
understanding of which forms of IPE work in which teaching environments and
why. In their first year, seven out of eight (three to four per semester) units were
large (400-900 students) interprofessional units shared with other allied health
professions. The same data collection process was repeated the following year with
the same student cohort – now in their second year – but using a revised interview
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guide, when again, six to seven out of eight units were interprofessional for
occupational therapy, physiotherapy and podiatric medicine students. For students
in the remaining six disciplines, two to three out of eight units were interprofes-
sional in their second year. The study received approval from the University’s
Human Research Ethics Committee (project number H9499).
The sample was recruited through flyers posted around campus and on relevant
unit websites, and through first year IPE health science lectures. Students were
asked to email the chief investigator to express their interest in participating.
Recruitment ended when a convenience sample of 19 students volunteered from six
allied health professions, representing varied academic abilities (entrance scores are
in the 90s/100 for physiotherapy and in the 60s/100 for therapeutic recreation):
physiotherapy (n=3), occupational therapy (n=7), podiatric medicine (n=4),
therapeutic recreation (n=4), health services management (n=2) and traditional
Chinese medicine (n=1). Two of the therapeutic recreation students were also
majoring in health services management. Convenience sampling is common in
health and educational studies (Guetterman 2015), where recruitment is often
restricted due to ethical concerns related to protecting participants’ voluntary
consent and the impact of pre-existing relationships between researchers and
participants. While convenience sampling is often critiqued for its potential to over-
represent or under-represent certain characteristics within a sample, this did not
seem to occur in the present study.
Recruitment resulted in a relatively balanced sample in terms of age and class,
but not gender. Ten participants were high school leavers or a little older (18-24
years old) and nine were mature-aged students (25-50 years old). Significantly,
several of the mature-aged students had left careers in nursing to retrain as allied
health professionals. Half (50%) described themselves as being from a middle-class
family, 32% described themselves as lower middle-class, 16% as upper middle-
class and 5% as lower class. Only two male participants volunteered; this, however,
is indicative of the gender imbalance across most allied health professions.
Participant data is presented below using year, interview numbers, gender
abbreviations (F/M), age and course abbreviations (HSM = health service
management; OT = occupational therapy; PT = physiotherapy; POD = podiatric
medicine; TR = therapeutic recreation).
Thus, the sample appeared to be demographically representative of the diversity
within the student population. Other markers also suggest the adequacy of the
sample: the diversity of experiences and repetition of themes across transcripts,
leading to saturation (Guetterman 2015). However, it is possible that the sample
over- or under-represents the student cohort in some other unanticipated way. This
is a possible limitation of the study that should be noted.
Participants were interviewed in a university cafe´ by a research assistant with no
prior relationship to students. Each interview was digitally recorded and transcribed
verbatim. In line with a social constructionist grounded theory methodology, a
thematic approach was taken to ordering participants’ data (Charmaz 1990; Glaser
1992). Transcribed texts were read for initial impressions, then uploaded into NVivo
10 (QSR International 2013). Open coding, based on participants’ expressions, was
performed first. Open codes were then linked together to form connected categories
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and subcategories (Charmaz 2011; Glaser 1992). Theoretical coding, where themes
within and across categories are compared, was completed subsequently, allowing
for the construction of the study-wide themes (Flick 2014; Glaser 1992). These
themes iteratively informed the revised semi-structured interview guide for the
second year of the study. 13 of the original 19 students again participated in
30-minute interviews. Most who declined to participate in year two had transferred
to another programme or university; one was travelling abroad.
In this paper, we focus on key findings relating to students’ perceptions of IPE
practice, their nascent professional identities, and their orientation to knowledge
within IPE. Exploration of other findings can be found elsewhere (Olson, Klupp and
Astell-Burt 2016). Rather than presenting findings thematically, they are instead
mapped against Barry et al.’s framework of interdisciplinarity. Following the
inductive approach employed in the first stages of analysis, an abductive, theory-
informed approach (Dey 2004) was adopted to extend our analysis and explore the
crossovers in knowledge-making processes in each domain of Barry et al.’s theory
of interdisciplinarity. We begin by examining the modes of IPE conceptualised in
the IPE literature and the modes which were identified through our empirical
analysis. We then move on to discuss the logics informing these IPE practices.
Modes of IPE in Practice
Each of the three modes of interdisciplinarity outlined by Barry et al. (2008)
resonated with what we found in the IPE literature and in our students’ perceptions.
In Barry et al.’s (2008: 28-29) ‘subordination-service mode’ of interdisciplinarity,
the relationship between disciplines is hierarchical, with one or many disciplines
working in the service of a superordinate one: ‘In this mode the service
discipline(s) is commonly understood to be making up for or filling in for an
absence or lack in the other, (master) discipline(s)’ (Barry et al. 2008: 29). IPE is
typically designed to avoid notions of ‘master’ disciplines or professions, however,
it is sometimes conceptualised as training students to be able to pick and choose
useful elements from other professions to supplement their profession’s skills, in a
service-style mode (for an example, see Clark 2006: 583). Among the students we
interviewed, there was some evidence of a ‘service’ orientation in their descriptions
of how they imagined interprofessional teams to work:
It’s good to understand what other people bring to the table as well as what
you bring to the table because then you’d know maybe when they’d be most
helpful or when an inter-professional team would be most helpful for a patient,
all that sort of thing, because you know that that’s what the health profession
brings. (1st year Int10 F20 OT)
Maybe in 3 years’ time I go, ‘oh yeah, well an OT would be really helpful in
this environment and this environment and this environment and yeah,
probably physio would help strengthen their muscles and that’. (1st year Int1
F47 POD)
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If they could do something better than I can, then I would definitely want to
refer the patient on to that person [profession] so that they can achieve the best
that they can. (2nd year Int7 F20 PT)
However, this service-subordination perspective, where one profession simply adds
the tools of another to their practice, is a very specific understanding of IPE, and, we
suggest, only one potential mode of IPE.
Occurring more strongly in our empirical study was a view of IPE that fit with
Barry et al.’s (2008: 28) ‘integrative-synthesis’ mode, in which two or more
disciplines are combined in a symmetrical way, leading to new approaches which
would not be possible were disciplines to operate separately. This is the typical
rendition of interdisciplinarity in policy and theoretical literature (Barry et al. 2008;
Cooper 2013) and also characterises some conceptualisations of interprofessional
practice. For example, mirroring this view of interdisciplinarity, D’Amour and
Oandasan (2005: 9) suggest the concept of ‘interprofessionality’ to encompass ‘the
development of a cohesive practice between professionals from different disci-
plines’. Among students in our study this was the most common perception of IPE’s
purpose. Interviewees almost universally said that IPE would enable them to
provide better care for patients in the future by being able to collaborate with other
professions and offer a combined interprofessional therapeutic approach. The
following comments are typical:
The best part about it is that we [different professions] can have different
perspectives on the same thing.… It gives you a good insight and it gives
you a rounder perspective that maybe there’s more than one way of doing it.
(1st year Int11 F19 OT)
[IPE prepares you for] looking after a patient from every other angle. Not just
from my angle but from their [other professions’] angle as well. All working
together so you get the best outcome for the patient, one would hope. (1st year
Int1 F47 POD)
If we didn’t have those kinds of [interprofessional] units…you really wouldn’t
develop that holistic perspective on health….you can actually see that you’re
working within a team setting. (2nd year Int7 F20 PT)
Finally, we found that the ‘agonistic-antagonistic’ mode, whereby the interdisci-
plinary relationship emerges from criticisms of the practical, ‘intellectual, ethical or
political limits of established disciplines’ (Barry et al. 2008: 29), was a useful way
of characterising aspects of IPE. Much of the IPE literature argues that the ‘silo
approach’, where patient care is carved up between different professional groups
with strictly protected boundaries, has led to poorer health/care outcomes, and that
IPE can help overcome these limitations (Anderson et al. 2007; Reeves et al. 2013).
Students in our study used a similar logic when extolling IPE’s benefits. Many
expressed an antagonism towards old professional hierarchies, and anticipated that
these would be transcended through IPE. Traditionally within the health care
system, Interviewee 17 explained based on her previous work experience, there is a
‘them and us mentality’ (1st year F46 Pod) where ‘the doctors had the overall say in
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patient care’. This was described by participants as ‘the food chain’ (2nd year Int16
F41 OT) and ‘the treachery of the hierarchy’ in health care (2nd year Int1 F48 Pod).
Interviewee 11 described traditional approaches to health professional education as
fostering this hierarchy: ‘If we live in a mindset of this is our profession, everyone
else that isn’t in ours they’re not as good as us…then the barriers between
us…grow’ (1st year F19 OT). However, because students of different health
professions were taught and socialised together as a ‘hoard’ (1st year Int17 F46
POD) or ‘fruit salad’ (2nd year Int7 F20 PT) through IPE, they believed they would
be less likely to ‘compete’ (1st year Int18 F20 TR) and more likely to understand the
value of collaboration. This, it was suggested, would ultimately benefit the
patient/client:
I just guess we all have to listen carefully and just try to come to good
conclusions and not just think of our own perspectives. Try and come to one
good conclusion as a team to help the client because at the end of the day
we’re there to help the client. We’re not trying to compete with each other or
anything else like that. (1st year Int17 F20 TR)
Everyone working together and recognising or understanding what other
professions do and recognising that they are just as valid as your own
profession. I don’t think they should be like ‘this is better’…or their
contribution is worth more….that gets in the way of patient care. (2nd year
Int10 F21 OT)
In sum, each of Barry et al.’s modes of interdisciplinarity were echoed within the
IPE literature and the perspectives and experiences of the students we interviewed.
While the service-subordination mode is sometimes invoked in IPE, the integrative-
synthesis and agonistic-antagonistic modes appear to have more purchase. We
suggest that these three overlapping but distinct modes offer a more systematic
framework for analysing both the rationale and practice of IPE than is currently
available. In the next section, we go on to discuss how the logic of ontology that
Barry et al. found in interdisciplinary projects, also manifests within IPE.
The Logic of Ontology in IPE Practice
According to Barry et al. (2008: 25), the agonistic-antagonistic mode of
interdisciplinarity is often underpinned by a particular rationale that they call the
logic of ontology – ‘an orientation towards effecting ontological change’ that can
produce new transdisciplinary objects or subjects. In existing theories of IPE, most
conceptualisations of rationales for IPE align with the other two (interdisciplinary)
logics identified by Barry et al.: the logic of accountability (IPE renders professions
answerable to each other, to patients and to publics) and the logic of innovation (IPE
produces novel or more holistic solutions to health care problems). These two
rationales for IPE appear to be treated as fairly unproblematic, while there are
differing views on the extent to which IPE is, or should be, driven by a more
ontological logic - and a lack of empirical work on whether it is or not. As noted
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earlier, D’Amour and Oandasan (2005) specifically contrast ‘interprofessionality’
with interdisciplinarity, on the basis that they do not see interprofessionality as
producing new professions in the way that interdisciplinarity can produce new
disciplines. Floyd and Morrison (2014: 38), however, point out that in its recent
manifesto, the World Health Organization (2010: 9) calls for IPE to produce a
‘‘‘new’’ kind of health worker, described as ‘‘collaborative-practice ready’’ and part
of a ‘‘collaborative-practice ready’’ health workforce’ (our emphasis). Floyd and
Morrison also argue that now ‘students are encouraged, indeed required, not only to
reflect on their own professional identity and development in relation to their chosen
profession, but are being strongly encouraged to view ‘‘being inter-professional’’ as
integral to becoming and being a professional’ (2014: 47). It could be argued then
that IPE is, at least sometimes, structured by an ontological logic that aims to
produce a new kind of subject (if not a new profession): the interprofessional
practitioner, whose outlook cannot be reduced to that of previous uni-professional
practitioners. Our interviewees indeed described emergent professional identities
that appeared to transcend traditional professional categories. In this section we
examine some of the processes producing this logic.
‘What We Know Isn’t Better Than What They Know’: The Significance of Shared
Knowledge
One factor that appeared to reinforce an ontological logic was the shared knowledge
base gained through IPE. A key finding was that learning alongside (learning ‘with’
as opposed to simply ‘from’ or ‘about’) other allied health professions influenced
students’ perceptions of their own and other groups’ professional status. The
significance of learning with other groups was not simply framed in terms of
developing teamwork or collaborative skills (though this was certainly recognised);
instead, students were struck by the fact that all groups were learning the same
content. Interviewees repeatedly commented on the significance of all allied health
students ‘being in the same introductory courses…hearing the same thing…learning
the same thing’ (1st year Int12 F48 TRHSM), being in classes ‘with everyone else’
(2nd year Int4 F43 OT). Knowing that all allied health students are ‘doing the same
thing…. all learning the health science stream’ (1st year Int17 F46 Pod) in their first
years, meant the differences across professions were downplayed and commonal-
ities emphasised:
Three out of four classes are inter-professional classes. It’s not even really
targeted at any particular group….it’s significant at this point. It’s just
everyone, everyone’s in the class. It doesn’t matter where you’re from. (1st
year Int4 F43 OT)
It’s not emphasised, as in the lecturer or tutor stands and says, ‘well you’re all
doing this because for whatever reason’, but I guess it’s just implied…that ‘oh,
I’m learning this and so are they’….We all learnt the same thing. I don’t need
to explain to you….you know, you’re made of the same stuff….You can just
assume it….they all need to know the same thing. (2nd year Int2 F37 TR)
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Furthermore, the realisation that allied health students’ fundamental knowledge
is shared, prompted many to judge students of all allied health professions as equal,
despite differences in entrance scores, scopes of practice and longstanding
professional rivalries.
I think starting off all intertwined, all learning the exact same stuff, so we
know that what we know isn’t better than what they know because we’re
learning the exact same stuff…. [and later in the interview] You can’t make
any judgements about them…we’re learning the exact same material so really
we’re all starting on the same foot and no one’s better than each other…that
really makes us appreciate each other in the beginning. (1st year Int11 F19 OT)
These findings suggest that knowledge had a symbolic meaning for students beyond
its pedagogical effect: as a marker of professional status and something that can be
used to distinguish allied health professional groups from each other. However,
through common learning in IPE, one group could not be seen as having more or
‘better’ knowledge than another. Although the students did not refer explicitly to
‘power’ differences between the professions, they showed a tacit awareness of the
power-knowledge nexus (Foucault 1991 [1977]) by describing positively the
‘sameness’ that comes from shared learning. By removing such epistemological
distinctions, IPE acted as an equaliser across student groups, signifying to students
that knowledge-based hierarchies within allied health were untenable at this stage.
Furthermore, this contributed to a blurring of professional identities.
Thinking Interprofessionally
Raising awareness of the limitations within and similarities across disciplines and
professions, as IPE does, is a potentially destabilising act, with the capacity to be the
catalyst behind new forms of professionals – professionals who perceive their
disciplines as not discrete but interdependent. Among our study cohort, there was a
strong expectation that future work would be interprofessional and that this would
produce new ways of thinking, ‘as a team’, or in a more holistic way, rather than
from separate disciplinary perspectives:
And there’s also that there’s this overlap between what a therapeutic rec
person does and an OT does in some ways. So you realise that each profession
might have a different approach and it’s a matter of working out well which
approach is the best for the patient at that time and making the decisions as a
team, not as an OT or as a physio. Actually all working together and having a
plan to help that patient. (1st year Int12 F48 TRHSM)
[Practitioners need to be] open to different perspectives….we might have our
own view of how we should address the problem and then someone might say,
‘oh no’….okay, maybe your way is better than my way or we can just work
together and do a combination. (2nd year Int11 F20 OT)
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A holistic approach [is necessary] because you can’t just separate the feet from
the rest of the body…so you really need a complementary treatment plan. (2nd
year Int8 F24 Pod)
Importantly, students are not working in clinical teams yet, but rather see
themselves as individually embodying the potential to work effectively as an
interprofessional team member in the future. It is this interprofessional prospect at
the individual student level that we suggest may constitute a new form of
ontological subject. Interviewee 11 encapsulated this when she said: ‘Especially
with this learning, I think no matter where I go, if I’m in a team or by myself, I think
with this training it’s made it so much easier to fit in wherever I go, wherever that is’
(1st year F19 OT). Thus, by drawing on theorisations of interdisciplinarity, we might
understand IPE as potentially more than the production of health professionals
working alongside one another, more aware of other disciplines. IPE in allied health
arguably has the potential to produce new forms of health care carried out by new
ontological subjects: interprofessional practitioners.
Concerns Over the Logic of Ontology
As discussed earlier, however, a lack of specialist knowledge threatens the
professional status of a given group. IPE programmes based on common course
content, therefore, whilst strengthening inter-group ties, risk reducing an individual
profession’s claim to distinction. This tension can be uncomfortable for students
keen to become a member of an identifiable professional group. Floyd and Morrison
note that:
some students appear to perceive some teamwork experiences negatively,
especially when, it is argued, they consider that [they] have not yet developed,
or are sufficiently secure about their own distinct professional identity linked
to their chosen career, before they are being encouraged to adopt a different
identity, perceived by some as being built on ‘blurred professional boundaries’
rather than through true ‘collaborative working’ (2014: 47-48).
This sentiment was echoed in the first year of our study by Interviewee 7, who,
on the one hand, was positive about IPE for its ability to open students up to
different perspectives, but, on the other hand, commented:
I’ll have to contradict what I said earlier, but it’d kind of be nice to collaborate
with your physio friends all the time because that way you can discuss case
studies in terms of physiotherapy and in that regard you’d get a deeper
understanding of the physiotherapy profession, whereas when you’re collab-
orating with other health professionals all the time you’re not really
developing on your own. I guess you are but then you aren’t in a way
because if you’re just getting all these other perspectives you’re not really
building on your professional background. (1st year Int7 F19 PT)
While the majority of students viewed the shared IPE knowledge base as
beneficial, a few recognised the potential implications of a lack of specialist
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knowledge for their becoming a member of their chosen profession, if not for the
future status of the profession itself. Similar cautions have been made of the
sometimes uncritical push towards interdisciplinarity that fails to recognise the
dynamic nature and contribution of individual disciplines (Jacobs and Frickel 2009).
By the second year, however, much of the concern around a lack of specialist
knowledge dissipated, as uni-professional units and placements coinciding with the
IPE curriculum fostered a stronger sense of professional distinction. At the same
time, a strong allied health professional identity was shared among the students, and
differentiations between allied health and medicine were found to be a much
stronger theme at this point:
We value…patients being able to achieve what they want to achieve…
whereas doctors…don’t so much focus on that. They more focus on getting a
patient…well and able to go home….but I think we should all have the same
attributes and values. (2nd year Int6 F19 OT)
The biggest challenges are….accepting that no one’s the best….that’s
probably the hardest things for everyone to come to terms with….less with
the interdisciplinary allied health units because I don’t think that many of the
allied health students would think that they’re better than any other allied
health profession….I think it’s very different for the medical students….I went
to a meeting of one of the rural health union[s] the other day…the way the
allied health students were being talked about among the med students
– because it’s a highly man[-dominated] environment – and most of the
committee is medical students…it was just not pleasant as an allied health
student to sit there…some of those students definitely looked down on allied
health….That’s where more the ego problems occur. (2nd year Int6 F19 OT)
Everyone in OT jokes about conflict between doctors’ perspective and health
science perspective because it’s a lot more holistic rather than what doctors
think. So they focus on: ‘are you sick? No? Okay you’re fine.’ But we’re like,
‘they’re not really fine if they can’t walk up those stairs or they can’t even
move around in their own house’. (2nd year Int11 F20 OT)
While (at times gendered) individual professional distinctions and stereotypes began
to appear in year two, a collective sense of being an interprofessional ‘health
science’ or ‘allied health’ subject remained. What these findings suggest, however,
is that IPE for allied health students may inadvertently serve to entrench boundaries
between them and the medical profession. Students’ efforts to distinguish ‘allied
health’ collectively from medicine support Friman’s (2010:7) contention that, rather
than doing away with boundary-work, ‘interdisciplinarity inevitably creates new
boundaries’.
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Discussion
This article offers a worked example of the merits of applying Barry et al.’s (2008)
conceptualisation of interdisciplinarity to explicate the significance of shared
knowledge in IPE to undermining the power and status differences across future
allied health clinicians. IPE is only beginning to be a focus of sociological
theorisation (Gabe et al. 2004; Michalec and Hafferty 2015; Reeves and Hean
2013). As such, there is a dearth of critical examination of what IPE does and aims
to do. This study makes a contribution to this scholarship, moving beyond a contact
hypothesis justification of IPE interventions, to allow for an appreciation of the
range of justifications underpinning IPE and better account for the significance of
shared knowledge in shaping power relations and subjectivities (Foucault 1991
[1977]).
First, our theory-informed analysis of empirical findings shows that IPE can
follow varied modes and logics. Within the same curriculum, IPE can take (1) a
‘subordination-service’ mode where tools from other professions supplement one’s
own profession, (2) a cooperative ‘integrative-synthesis’ mode, nurturing values that
prioritise collaboration and interprofessional understanding as necessary to
improved patient care; and (3) an ‘agonistic-antagonistic’ mode, where the limits
of each profession are highlighted (Barry et al. 2008). These modes are underpinned
by logics of improved innovations for holistic care, and accountability to patients.
More revolutionary is IPE’s potential to create new allied health subjects through an
ontological logic. As students learn alongside each other, acknowledging their
shared knowledge base and questioning their differences in status, previous
professional boundaries become less important. Professional sovereignty is
undermined and new, more interdependent health professional subjects emerge,
focused on overcoming professional limitations through team-based patient care.
Although these effects had dissipated somewhat by the students’ second year, this
reflects the increase in discipline-specific learning at this stage of their degree
programmes.
Other modes and logics beyond what we have identified may be relevant to IPE.
Future research should investigate the modes, logics and mechanisms undergirding
IPE in different settings across time. What we offer here is a framework for thinking
more systematically, socially and critically about the symbolic significance of
shared knowledge bases to the ontology of IPE and the identities of IPE students.
Importantly, our findings show that IPE can take different forms within the same
curriculum. Thus, rather than treating IPE as unproblematically uniform, our
analysis suggests that, like interdisciplinarity (Barry et al. 2008; Garforth and Kerr
2011; Pfister 2015), IPE involves numerous modes and logics and should be treated
as such within sociological and IPE scholarship.
Second, the worked example presented here also contributes an understanding of
how ontological transformations occur within IPE. While studies of lived
experiences in interdisciplinary collaboration are emerging, they are rare within
the IPE literature. Our findings illustrate the importance of shared knowledge
facilitated through a shared curriculum to the production of new, interprofessional
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ontological subjects. Drawing on the sociology of professions and on Foucault, we
argue that knowledge constructs power differences across professions. Shared IPE
curricula and knowledge in year one disrupt the traditional relationship between
knowledge and professional distinction, overcoming past barriers to collaboration.
Learning with students of other health professions (not just from and about them in
short-term interventions) in semester-long lectures, labs and tutorials, creates an
environment where commonalities in knowledge bases are made obvious, blurring
knowledge boundaries and prompting perceptions of one’s own and other health
professions as equal in status.
Further comparative research is needed to examine the legacy of the logic of
ontology in IPE on future health professionals’ identities. Disciplines, it has been
argued, produce persisting identities (Liberati et al. 2016; Panofsky 2011);
interdisciplinarity, particularly when enacted in the short-term, may produce
unsustainable identities (Barrett 2012; O’Reilly 2009). Floyd and Morrison (2014)
warn that introducing IPE before students solidify their professional identities can
blur professional boundaries, and, by extension, blur identities. Where IPE is
underpinned by an ontological logic which sees the creation of new interprofes-
sional subjects, this may have an effect of blurring professional distinctions and
preventing individual health profession(al)s from making a unique contribution to
patient care. The blurring spurred by a shared curriculum in year one, however,
seems to have been replaced with clearer professional distinctions in roles in year
two, following uni-professional placements and units. A sense of shared values and
ongoing identification as interprofessional allied health subjects, however,
remained. Thus, mirroring dominant discourses (Friman 2010; WHO 2010),
participants in this study depicted ‘interprofessionality’ as a necessary identity and
skill for future health professional practice. Longitudinal and comparative research
is needed to understand if these new interprofessional subjects experience more or
less ‘role insecurity’ after graduation (Anderson et al. 2007: n.p.).
Longitudinal research is also necessary to understand the effects of IPE on health
professional practice (not just identities). Indeed, the long-term implications of
interdisciplinarity more generally remain a puzzle. The durability of the ontological
logic that Barry et al. (2008) identify has not been established, and others remain
less convinced that a distinctive interdisciplinary logic can be sustained in any
context (Abbott 2002; Friman 2010). Friman (2010) argues that a true interdisci-
plinary logic would, by definition, encourage the permeability of knowledge
boundaries, and therefore behave quite unlike a discipline. Whether such a fluid
logic is tenable in the context of health professional work – where laws and
regulations, as well as the practicalities of the work, to some extent determine
professional scopes of practice and competencies – remains unclear.
Although the allied health students were positive about an interprofessional
future, their particular brand of interprofessionality was centred on allied health.
Their shared ‘allied health’ knowledge base in some ways reinforced distinctions
between allied health and medicine – a relationship already characterised by
differences in power and autonomy. Our case study therefore highlights some of the
challenges of achieving genuine interdisciplinarity in an already strongly stratified
field (aside from the question of whether it is desirable). Although Barry et al.’s
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typology of interdisciplinarity has opened up new ways of conceptualising IPE, our
study points to some of the blind spots in this and other framings of interdisci-
plinarity that downplay the role of power-knowledge. Considerations of power and
structural inequalities are peripheral in Barry et al.’s (2008) analysis, restricted to
discussion of the often subservient role of social science in collaborations with
natural sciences (28-29). Like the health professions, disciplines also have unequal
levels of autonomy, resources and power (Brosnan 2017) that may be reproduced
through interdisciplinary formations (Panofsky 2011; Pfister 2015). We suggest that,
just as interdisciplinarity can be used to theorise IPE, IPE and interprofessional
work in health care are fruitful areas for understanding how interdisciplinarity plays
out in practice and relates to other modes of governance, such as regulation and
resource-allocation.
Conclusion
In conclusion, this paper offers a theoretical framework for understanding IPE,
based on Barry et al.’s (2008) work on interdisciplinarity, in order to foster a more
reflexive and focussed conceptualisation of IPE as heterogenous, but underpinned
by identifiable modes, logics and mechanisms. Interdisciplinarity, we suggest, is a
fruitful theoretical lens for considering IPE as a phenomenon with important
consequences for future health professionals’ ontologies, identities and statuses.
Conversely, IPE provides a rich arena for empirical research on interdisciplinarity.
The generalisability of findings in this study is limited, due to the sampling strategy,
size and exclusive focus on allied health in one university. However, these
limitations do not detract from the study’s contribution: a worked example of the
applicability of Barry et al.’s (2008) modes and logics of interdisciplinarity to
understanding IPE as a process of knowledge production. This framework, it is
anticipated, will allow IPE scholars to more systematically compare and learn from
IPE projects, rather than assuming transferability. For sociologists, this worked
example illustrates processes of transformation within professional hierarchies and
points to the role of shared knowledge in shaping interprofessional identities and
undermining (or reinforcing) status differences across health professions.
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